MA LTBI ECHO Session Summary: July 15, 2021
Key Points
Case #1
1. Use several different phrases to ask about TB contact. For example, in the case discussed, the patient initially stated “no” to the question of whether she was a contact, but later answered “yes” when asked if the health department had ever recommended that she get tested for TB infection. 
1. Contact DPH for help determining whether your patient has had contact with active TB. DPH may be able to see the patient’s name on a “bed log” from a shelter, or may be able to pinpoint an index case who was infectious at the time of the patient’s positive testing. 
1. Recognize that immunosuppression is a risk factor for progression from LTBI to active tuberculosis. This patient has RA on hydroxychloroquine; she may be at higher risk for reactivation of TB disease, and so she is a higher priority to treat.
1. Be sure to consider your patient’s history of liver disease, and any ongoing insults to the liver, as well as their baseline LFTs. This patient had normal baseline liver testing, but has a history of liver disease (HBV/HCV) as well as a history of alcohol use disorder. In her case, she cleared both HBV and HCV, and her alcohol use disorder is in remission.
1. Consider your patient’s overall risk profile when choosing a regimen. This patient is a higher priority to treat, and has potential for liver injury with a longer or more hepatotoxic regimen, so 4 months of RIF is an appropriate choice.
1. When discussing rifampin, provide clear counseling on nitrosamine contamination. Some participants suggested using phrases like “The risk of cancer from nitrosamine exposure in rifampin is lower than the risk of developing active TB disease,” or reminding patients that nitrosamines are present in very small amounts in RIF and are also found in common food items such as beer and smoked meats.
1. Remember that rifampin interacts with levothyroxine. RIF induces metabolism of levothyroxine, and so patients on levothyroxine should have their TSH monitored periodically (e.g. every 6 weeks) while on rifampin. Such patients may need a levothyroxine dose increase while taking RIF.

Case #2
1. Ask all patients about history of congregate living (jail, shelters, etc). This helps us ensure we are testing those people most at risk for LTBI. The patient presented did not have any known risk factors for LTBI other than having lived in shelter.
2. Counsel patients not just about medications, but also about what treatment, monitoring, and follow-up will look like. Our presenter counseled the patient clearly on the 3HP option, and learned that he did not feel comfortable with weekly visits for DOT, so this was not an option. The patient did feel comfortable with monthly visits and so a self-administered treatment was a more appropriate choice.
3. Schedule regular follow-up to support patients throughout treatment. In this case, the patient had an initial visit and a 1-month follow-up with a provider. He prefers in-person visits and may subsequently follow up with either provider or nurse. We discussed adherence strategies for patients who may need more frequent contact, including:
a. Coordinate with case managers, CHWs, recovery coaches, and others involved in the patient’s care. 
b. Ensure the patient has a working phone number, and a number they can call to reach your team at the clinic.
c. Consider scheduling more frequent visits, particularly for patients who are homeless or living in shelter.
d. Use telehealth if patients have barriers to in-person visits. 
4. Isoniazid is a very appropriate regimen to offer to this patient. INH has been used for years in treatment of LTBI and has an excellent track record overall. It also does not have any of the issues with nitrosamine contamination that have recently come to light with rifampin. INH is a completely appropriate choice for this patient who has no preexisting liver disease and is able to adhere to a longer self-administered regimen.

